Of these cases of post-operative vomiting, only six (24, 27, 34, 49, 74 and 91) can be classed as true regurgitant vomiting. In Case 24 the vomiting was severe, and the cause removed at a second operation. In Cases 27 and 34 the vomiting was temporary, and the cause is not known, unless it be that a loop was left between the anastomosis and the flexure. In Cases 49 and 91 the stomach was found to be very much dilated, and there may be some mechanical difficulty, which still causes the vomiting to persist. In Case 74 the operation was performed by the antiperistaltic method.
NOTE.-Up to December 1, 1909, operation has been performed in 228 cases, with four operative deaths. The last fatal case was in June, 1907 (Case 112). In the last 116 consecutive cases there have been no deaths.
Sir LAUDER BRUNTON, F.R.S., said he was greatly honoured by the request that he should open the medical side of the discussion on the very admirable paper which had been presented. But in view of the number of prospective speakers he would limit his remarks as much as possible. With regard to the season, it had been his experience that gastric and duodenal ulcer-and he could not distinguish the two conditions in his list of cases-were much more common in two periods of the year than at other times. They seemed much more common in autumn and spring, and he thought the reason was that people took to their winter clothing too late, and put off that clothing too soon in the spring, the result at both periods being probably chills, and chill was one of the sources of such ulcers. Years ago, when he was working at the physiology of the subject for Burdon Sanderson's " Handbook for the Physiological Laboratory," he made many experiments on the stomach and intestine, but his attempts to produce gastric ulcer were futile. He put a ligature around a small portion of the mucous membrane of the stomach, which he had previously opened. He then closed the wound, and, keeping the animal narcotized, he allowed it to remain four or five hours. But in none of the cases did an ulcer form. He might supplement one point which Mr. Moynihan left out-namely, in reference to pain. Pain came on two to four hours after a meal, because the stomach then commenced to discharge its acid contents into the duodenum, and these, passing over the surface of the ulcer, caused intense smarting. That pain could be relieved in two ways: (1) by the patient putting anything into the stomach which caused the pyloric orifice to contract. Thus the acid juice from the stomach was prevented from flowing into the duodenum, and any acid present in it was readily neutralized by the alkaline juices of the duodenuin itself, and possibly also by the bile. (2) That process could be imitated by giving large doses JA-17a of bicarbonate of soda. Sometimes one might be misled by the nature of the lesion and yet be correct as to its position. In one case brought to him the symptoms were pain four hours after food, and he concluded there must be something wrong in the duodenum, but it did not yield in the ordinary way to alkali. He did not see the case again, but eighteen months later the Lancet contained a description of an operation on that patient. It showed the lesion in the duodenum to be a kink, not an ulcer. Time had been an important aid to him in diagnosis.
He was once asked to see a patient who was suffering from very severe lumbago. He found the so-called lumbago limited to the right loin, and the pain came on between two and three hours after a meal, and was again stopped by taking food. He concluded it was duodenal ulcer, and said that could be tested by giving large doses of bicarbonate of soda, which would stop the pain by neutralizing the acidity of the gastric contents. That was given, and the pain ceased immediately. Two or three days later the patient passed a large quantity of blood in the stools. He found the patient had been allowed to get up, and he ordered him to bed, and ordered something to be added to the bicarbonate of soda, as he remembered that that might make the surface of the ulcer softer. So carbonate of lime was put in, to act as an astringent and styptic. But it also tended to constipate, so that now his practice was to add also carbonate of magnesia to counteract this effect of lime. One should always employ this test in addition to paying attention to the history. He never considered ulcer to be present unless the pain was stopped by the combination he had mentioned. In one case that means was not successful, and he wondered at it. The pain was not on the right side, but rather under the left ribs, and that fact further misled him. He put the patient to bed and kept her on rectal feeding three or four days, and then gave a very limited diet. At the end of that time she began to improve, but still had some recurrences of pain. She had suffered for about two years from the pain after meals, lasting a short time and then disappearing. She had had no jaundice, and there was no tenderness over the liver. After being in hospital for a time she had what seemed to be perforation; she was collapsed, and lay perfectly still on the bed. In all other cases of gall-stone he had seen, the patient writhed about in agony. He asked a surgical colleague to see her, but he said he could not operate then as she was too collapsed and would die under it. She recovered, and when operated upon no ulcer was found; but there were between 200 and 300 minute gall-stones of the size of a millet seed, each of which was sufficient to scrape through the cystic duct without blocking the common bile duct. There were so many that she evidently had had a sufficient supply to last her two years, one for each meal, and there were enough left to serve for another 100 days in the same way. That showed that the diagnosis of ulcer from gall-stones was not always easy. He wished to insist on (1) the necessity of keeping the surface warm, so as to prevent the occurrence of .either gastric or duodenal ulcer; and (2) on the use of mixed carbonates in large doses as a means of diagnosis. Those carbonates would also relieve the pain in patients who would not agree to operation; and if they were combined with warmth and careful dieting, surgical measures in many cases might be avoided. But he agreed that where an ulcer was obstinate, and did not yield to treatment, operation should be urged. Dr. W. HALE WHITE said he thought one thing which must interest the members present was not so much the part of the subject which had been spoken on as that dealing with the frequency with which cases of duodenal ulcer were encountered in ordinary medical practice. Therefore he got out a few figures on that point. The statistics of Perry and Shaw, as all who had gone into the literature of the subject knew, showed that out of 17,000 post-mortems at Guy's Hospital there were only 70 cases of duodenal ulcer. That went down to the year 1892. But in the 3,800 post-mortems for the last seven years there had been 38, so that seemed to show an enormous increase in the number of ulcers found. But on looking into the cases it was seen that the reason of that increase was that now the medical profession generally recognized that the patients' only chance, when perforation of gastric or duodenal ulcer occurred, was to send themn to a hospital as quickly as possible; whereas in the old days trouble was not even taken to send thom to hospital, so necessarily fatal were they considered. Again, looking at the matter from the same statistical point of view, in the last 20,000 medical cases admitted to the hospital duodenal ulcer was diagnosed 33 times. But taking the last 1,000 cases seen outside the hospital, duodenal ulcer was diagnosed 24 times, showing apparently a much greater proportion of duodenal ulcers among private patients outside the hospital than in those seen inside it. But there, again, the fallacies were many, because in looking into the cases one saw that of the 33 in hospital, 17 were fatal; there were many perforative cases. And of the 24 outside the hospital only one was fatal, and that fatality was due to haemorrhage. That comparison showed there must be many people suffering from duodenal ulcer whose symlptoms were not considered severe enough to secure their admission to hospital; and some of these who lived near hospitals came in, late in
